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Authors’ reply pronouncements influence practice elsewhere. I was
therefore somewhat concerned to read the article by
We are pleased to see that our Charing Cross Troe¨ng et al.1 whose title implies little ambiguity,
whilst providing surprisingly little evidence there-colleagues have demonstrated similar results for leg-
ulcer healing, although the groups may be slightly after.
Sixty-five carotid endarterectomies were com-different. The modifications suggested seem not
unreasonable and, indeed, we have incorporated plicated by stroke or death. However, at no point
were the aetiologies documented nor how thesesimilar changes into our protocol.
diagnoses were made (e.g. haemodynamic, embolic,1. There is no doubt that both our group and the
thrombotic, haemorrhagic, cardiac). Similarly, thereCharing Cross group feel that arterial investigation
was no information as to when they occurredis warranted when leg ulceration presents in a
(intraoperative, postoperative), nor how they werelimb with an ankle–brachial pressure index (ABPI)
investigated. Unless each was investigated in a<0.5 in order that arterial disease is treated. It is
similar manner, (re-exploration, duplex, autopsy, CTdifficult, if not impossible, to be able to say when
scan), I am unsure how any independent panel canvenous reflux in these limbs plays a significant
reliably ascribe responsibility in a retrospective study.role. The majority of our ulcerated limbs with an
For example, how many patients recovered fromABPI of <0.5 and venous reflux of >1 s had some
anaesthesia with a stroke (i.e. an intraoperative event)evidence of venous disease. Improvements of their
and were then assigned to a category that did notarterial circulation allowed compression to be
include even the possibility of surgical error? Inapplied and hence both arterial and venous
practice, all intraoperative strokes must follow somedysfunction were treated.
adverse intraoperative event and it would be difficult2. We are aware that there are probably several
not to ascribe ‘‘surgeon error’’ to all of them.mechanisms available to reduce the degree of
Similarly, were all postoperative non-haemorrhagiccompression at the ankle in limbs with some
strokes re-explored (or some other investigativedegree of arterial disease. We felt that 4-layer
modality performed) so as to exclude underlyingcompression at 25% stretch would provide sus-
technical error?tained compression for the full seven days – 3-
The Swedvasc data seem to suggest that surgicallayer may not provide such sustained compression.
error rarely predisposes to operative stroke. If true,We verified that 4-layer at 25% stretch would
this is welcome news, especially in the currentprovide an ankle pressure at 30 mmHg compared
era of surgeon-bashing. However, surprisingly fewto the suggested 17 and 23 mmHg of 3-layer. It
studies have prospectively audited the timing andis probably wise to look at the absolute ankle
causation of operative stroke, and most continue topressure rather than merely the ABPI as some
suggest that inadvertent technical error remains theabsolute pressures may be so low that 30 mmHg
single most important predisposing factor.of compression may reduce the perfusion pressure
to worrying levels. We would always suggest a
A. Ross NaylorCoban or Coplus to be applied as the outer layer,
Leicester, U.K.as this maintains the structure of the 4-layer
bandage, due to its self-adhesive properties.
3. We entirely agree that ulcerated limbs with an
ABPI <0.8 should have an arterial duplex per-
Referenceformed to reduce the number of unnecessary
diagnostic arteriograms. We incorporated this
1 Troe¨ng T, Bergqvist D, Norrving B, Ahari A. Complicationsassessment into our protocol in 1998. after carotid endarterectomy are related to surgical errors in
less than one fifth of cases. Eur J Vasc Endovasc Surg 1999; 18:
K. R. Poskitt and A. S. K. Ghauri 59–64.
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Sir, The comments by Mr Ross Naylor gives us an
opportunity to discuss the difficult matter of causesThe Swedish Vascular Registry is a highly respected
audit of outcome in Sweden and, quite rightly, its to complications after carotid endarterectomy (CEA).
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In the international, and esspecially the American, co-workers recently stressed the importance of patient
selection.1 Beyond various traditional observationalliterature, the complications after CEA have been
studies we envisage further studies to better un-related to the appropriateness of indications, sur-
derstand the possible sequences of ‘‘inappropriategeons’ caseloads or hospitals’ status. Without any
indications – exposure to unnecessary risks – com-clearly stated mechanisms it has thus been suggested
plications’’, ‘‘surgical technical errors – embolismthat inappropriate indications or unexperienced sur-
– stroke’’ or ‘‘postoperative management error –geons ‘‘cause’’ complications. It is easy or anyone to
inadequately treated hyperperfusion – stroke’’. Ana-imagine a sequence of fumbling surgeon – detached
lysis of video-filmed procedures would be one optionthrombus – embolism – occluded intracerebral vessels
and direct observation by a senior surgeon another.– stroke. It is also all too easy for the patient, the
Mr Naylor is perfectly right in stating that withoutpublic and even the surgeon her/himself to consider
surgery there would be no postoperative com-the surgeon ‘‘guilty’’ of complications. There is,
plications. Still, we believe that our new method tohowever, little evidence that this is the major cause
scrutinise and discuss every single case – evenof complications after CEA.
retrospectively – will increase our knowledge onThe present study is but a first step to investigate
the mechanisms of complications and thereby thethese complicated relations. It is perfectly true that
possibility to avoid at least some of them.we did not specify the type or the exact time of
strokes, not did we report details in the investigations
of stroke or deaths. We simply wanted to study the T. Troe¨ng and D. Bergqvist
Sweden‘‘cases’’ (defined as permanent stroke and/or death
within 30 days) to see if it was possible to identify
doubtful indications, surgical or management errors
or contraindications according to our predetermined
criteria. Admittedly, our definitions and criteria are Reference
simplifications of a complex reality. Unspecified
1 Rothwell PM, Warlow CP. Prediction of benefit from carotidpermanent stroke or death within 30 days, and the
endarterectomy in individual patients: a risk-modelling study.identification of errors by retrospective review of
Lancet 1999; 353: 2105–2110
the medical records are not very sophisticated meas-
urements. However, as we describe in the ‘‘Methods’’
section, we think the majority of serious complications
Article No. ejvs.1999.0961were identified and, thus, these patients were rep-
resentative of what may happen in routine vascular Endovascular Repair of Iliac Aneurysms
surgery. In less than one-fifth did we find errors
according to our criteria. Given the study conditions, Sir,
we consider this a good reason for the unambiguous I would like to comment on the recently published
title of our paper. paper ‘‘Endovascular repair of iliac aneurysms fol-
Our next step in investigating the causes of lowing aortoiliac surgery’’ by Vraux et al. In 1998,
complications is an ongoing case–control study that we were confronted with a patient who had an
might show if, indeed, inappropriate indications or expanding aneurysms of the residual stump of both
surgical errors are over-represented in patients with common iliac arteries. These were treated by insertion
complications. That might bring us a little closer to of an endoprosthesis from the external iliac artery
the issue of cause and effect. When discussing causes to the internal iliac artery, thus excluding the flow
of complications one should also consider the concept in the stump. The obvious advantage of this technique
of ‘‘method cost’’. The randomised studies have was preservation of the patency of both internal
shown that surgery, under certain specified con- iliac arteries. This avoided the problem of buttock
ditions, is a better alternative than non-surgical claudication and colonic ischaemia.
treatment. This includes the fact that, in spite of a For this procedure a Hemobahn endoprosthesis
certain number of complications in the best of hands, was chosen, because of its flexibility. The procedure
surgery is still the better alternative. ‘‘Method cost was a technical success and both endografts and
complications’’ are not necessarily the individual internal iliac arteries remain patent at 2-year follow-
surgeon’s or physician’s fault. Nor is the evaluation up. This case report is to be published in the
of the outcome of CEA only the rather simple matter International Journal of Endovascular Surgery. As the
patient presented in the case report by Vraux stillof surgical complications. For instance, Rothwell and
Eur J Vasc Endovasc Surg Vol 18, December 1999 Ó 1999 Harcourt Publishers Ltd.
